The objectives of the study were to assess the overall prevalence of backache in gynaecologists and determine its impact on work, and to identify possible occupational risk factors. The sample comprised gynaecologists, both active and retired, listed as members of the Ulster Obstetrical and Gynaecological Society, who were asked to complete and return a postal questionnaire.The response rate was 94% (107/114). The prevalence of backache, which included pain arising in the thoracic and lumbosacral regions, was 72%. Fifty-three per cent of those with back pain blamed it on working in obstetrics and gynaecology. Overall, 32% of gynaecologists required a change of their work practice, 20% had taken time off work and 8% had required surgery. We conclude that significant morbidity results from backache in gynaecologists. This has economic implications and requires further assessment to improve prevention, with emphasis on individual training and ergonomic evaluation of work-related postures.
Introduction
Back pain is a major cause of sickness, disability and absence from work [1, 2] . In a recent large epidemiological study, the overall prevalence of backache in the population was reported as 38-56%, with the 1 year prevalence of less disabling back pain rising by 12.7% between 1988 and 1998 [3] . Certain occupational groups report high prevalence rates [4] [5] [6] [7] [8] [9] and in some studies biomechanical risk factors within the workplace have been examined [4, [7] [8] [9] [10] [11] . Despite the apparent physical demands placed on the obstetrician/gynaecologist, the prevalence of backache within those working in the speciality has yet to be reported.
The occupational risk of backache in nurses has been well recognized, and in two studies nurses have reported an occupational prevalence of back pain significantly higher than that in the general population [8, 9] . Whilst studies have reported on the prevalence of back pain in other occupational groups within the health care sector [4] [5] [6] [12] [13] [14] , only one has reported the prevalence rate in a group comprising only doctors [5] . In that study, ophthalmologists in a nationwide postal questionnaire survey reported the prevalence of backache as 54% [5] . A group of dentists in New South Wales reported the prevalence of musculoskeletal pain as 65%, with female dentists experiencing both more frequent episodes of pain and a greater number of episodes with severe pain [6] . Echocardiographers reported the highest prevalence rate of backache at 80% [4] .
The obstetrician/gynaecologist is frequently required to adopt awkward postures during the course of clinical practice. Abdominal and pelvic examination necessitates bending and twisting of the trunk, and static postures are often adopted for prolonged periods of time during surgery. Such postural habits have been shown to lead to musculoskeletal stress in other occupational groups [10] .
This survey was undertaken as a consequence of an impression of an excessive incidence of back problems in other colleagues working within the speciality. The main aim in undertaking this study was to establish the prevalence of backache in a group of obstetrician/gynaecologists, as this has not previously been reported. In addition, it was hoped to determine the impact of any such problem on both work and lifestyle, and to explore individual or work-related risk factors. The determination of a prevalence rate for backache within the speciality should help to establish whether an occupational risk exists, and in turn whether there is a need to evaluate our working practices.
Subjects and methods
Subjects were considered eligible if they were currently listed as a member of the Ulster Obstetrical and Gynaecological Society. The Society comprises specialist registrars and consultants, including those retired from practice. The majority of members are currently residing in Northern Ireland and all were currently or had previously worked within the speciality in Northern Ireland.
A questionnaire was comprised de novo and this was circulated amongst a group of colleagues to assess the questionnaire design prior to the main posting. A postal questionnaire together with a letter of explanation was posted to all participants in the main survey. Nonrespondents received a second questionnaire 2 weeks later.
The questionnaire sent to employed members comprised 46 questions and that sent to retired members 45 questions, as the question on current employment was removed. Subjects were asked if, during their working life, they had experienced backache that they considered to cause significant discomfort (question 1). In a separate question, they were asked about the site of pain. Prevalence of back pain included pain arising in the lumbosacral and/or thoracic spine (T1-S2). Neck (cervical) pain and leg pain (sciatica) were reported separately. Acute and chronic episodes of pain were not specified.
Information was sought on individual characteristics (questions 2-11), including age, length of service ('years spent working in obstetrics and gynaecology since first SHO post'), employment ('employed in NHS, retired from NHS'), pregnancies and exercise ('do you perform regular exercise at least once each week?').
In questions 12-23, specific details from those answering 'yes' to back pain in question 1 were sought. These included the site of pain ('lumbosacral, thoracic, cervical or sciatica'), the cause of pain ('do you attribute the following to causing back pain: working in the speciality, previous/current sports, lifting, other cause?'; 'do you remember a previous specific incident as the original cause for your back pain?'; 'does working in the speciality aggravate your back pain?'; 'do you have an underlying health condition predisposing to back pain?'), its treatment ('which of the following treatments/referrals have you required?'; 'have you had surgery?'-including the number, type of procedure and response) and its effects ('have you taken time off work?'-including number of occasions and total number of days/weeks).
Two further sections on the questionnaire asked about obstetrical (questions 25-31) and gynaecological (questions 32-43) working practices, including the relative positioning of patient and operator, lifting, special interest sessions and surgical practices. These sections also included questions on which clinical activities were considered as being important aetiological factors and which caused pain ('do you consider the performance of any of the following can cause you pain?'; 'do you consider the following to be relevant to the aetiology of back pain?', e.g. prolonged surgery of >2 h). The questionnaire concluded with 'state in order of importance the three factors considered to be most relevant to your back pain?' (question 44); 'did you need to change your practice in any way and specify change?' (question 45); and 'has your job plan changed in any way-specify?' (question 46).
To ensure confidentiality, subjects were identified numerically when data were transferred to the computer. The data were coded and transferred for analysis to the Statistical Package for Social Services by the Audit Department, Altnagelvin Area Hospital. Results were analysed by the Department of Epidemiology and Public Health, Queen's University, Belfast, using logistic regression analysis and the χ 2 test to determine statistical significance.
Results
The overall response rate following two postings was 93.9% (107/114). Most subjects were currently employed (84; 78.5%). The high response rate eliminated bias that might have arisen from having a large number of non-respondents and the two groups were therefore not compared.
The majority of subjects (77; 72%) experienced significant backache (pain arising between T1 and S2). Lumbosacral pain was the commonest (71; 66.3%). Other locations for pain were leg/sciatic nerve (19; 17.8%), cervical (18; 16.8%) and thoracic (11; 10.3%). The causes of backache reported were as follows: working in obstetrics and gynaecology (41; 53.2%), lifting (34; 44.1%) and sports injury (25; 32.5%). Table 1 illustrates the individual characteristics of the group and the prevalence of back pain in each subgroup. Few (5; 4.7%) suffered from an underlying health problem predisposing to back pain. Regular exercise >1/week was performed by 69 individuals (64.5%). Each of the subgroups relating to age, gender, employment status, length of time in the speciality, health condition, regular exercise or history of specific incident was analysed using the χ 2 test for statistical significance. None of these characteristics was found to be statistically significant for prevalence of back pain. Table 2 illustrates the management of back pain in the group studied. A CAT or MRI scan was performed in 12 subjects with back pain (15.6%) and 10 (12.9%) had attended a neurologist. Table 3 illustrates the positioning of the patient during obstetric procedures. During surgery, 89 of the gynaecologists (83.2%) sat whilst performing vaginal surgery and 84 (78.5%) stood whilst assisting at vaginal surgery. Using the χ 2 test, patient positioning at normal vaginal delivery, instrumental delivery and episiotomy repair, and surgeon positioning during vaginal surgery were each analysed, with no statistically significant difference in prevalence of backache being found.
In those performing special interest sessions, namely colposcopy, assisted reproduction, out-patient hystero-scopy, dedicated ultrasound session or urodynamics, the prevalence of backache was found to be lower in those performing urodynamics (57.1%; 8/14, χ 2 , P = 0.03) compared with the other groups. Multiple logistic regression analysis confirmed this to be an independent association, although the numbers in the group were small.
A specific incident precipitating back pain was identified in some subjects (25; 32.5%). Subjects were asked about lifting. The prevalence of backache in subjects who lifted occasionally was 53% (57 individuals, χ 2 , P = 0.04), which was significantly lower than in those who never or occasionally lifted, and this was confirmed by multiple logistic regression analysis. Table 4 illustrates that back pain was experienced whilst performing common obstetric and gynaecological examinations and procedures. Working within the speciality aggravated backache (54; 70.1%), the most common primary aggravating factor being reported as vaginal surgery (23; 29.8%), abdominal surgery (18; 23.4%) and pelvic examination (14; 18.2%). Table 5 illustrates the impact on work. Having to take time off work because of back pain was reported by 21 obstetrician/gynaecologists (19.6%) and eight (7.5%) were required to change their car. Cumulative time lost from work was in excess of 3 years, with separate occasions off work reported by those with back pain as: one occasion (11; 14.3%), 2-3 occasions (7; 9.1%) and 4-5 occasions (1; 1.3%).
Discussion
This survey reports a 72% prevalence of backache in a group of obstetrician/gynaecologists, with 66% of those surveyed reporting isolated lumbosacral pain and 18% reporting more than one site of musculoskeletal pain.
Questionnaire studies undertaken in the general population and within specified health service professional groups have reported lower overall prevalence rates for back pain [3, 5, 6, 14] , but there is a higher prevalence rate in echocardiographers [4] . However, echocardiographers reported lower prevalence rates for low back pain [4] . In echocardiographers and ophthalmologists, the prevalence rates for low back pain were found to be 54 and 44%, respectively, which are lower than the prevalence of lumbosacral pain reported in this study [4] . However, direct comparisons between studies are limited by a lack of uniformity in the definition used for back pain. We asked subjects to report only back pain that they considered to be of significance. Whilst the methods we have used are subjective, objective methods are expensive and infrequently reported in the literature [13] . It is hoped that by using a self-administered questionnaire and by achieving a high response rate, bias introduced either through interview or having large numbers of nonrespondents will have been eliminated. It is likely that in this survey of a group of experienced doctors in the consultant or training grades, the subjects will have been able to discriminate between significant and non-significant pain. By ensuring both confidentiality and easy access to report any difficulties in completion of the questionnaire, we feel that the prevalence rate reported is reliable. The aetiology of backache is well recognized as being multifactorial in origin. It is also very prevalent in the general population [3] . These two factors each present difficulty when trying to establish the importance of occupational factors. In this survey, 53% of those reporting backache determined the cause to be working in obstetrics and gynaecology, and 70% reported pain aggravated by working in the speciality. Seccombe and Smith [9] reported that 42% of nurses with backache blamed their occupation for causing or aggravating back pain. Obstetrician/gynaecologists in this survey also reported lifting and previous sports as being important factors in causing back pain, with 31% identifying a specific incident occurring during these activities and one subject reporting a work-related incident. However, the commonest single cause of back pain was reported as working within the speciality rather than a specific incident during lifting or sports. This is consistent with Seccombe and Smith [9] , and with those who have previously reported back pain as arising spontaneously without any specific injury [15] . For those with a previous back injury, working within the speciality may have aggravated the underlying condition.
Personal risk factors for occupational backache were explored in the questionnaire. In some previous studies, the physical characteristics of the worker have been reported as being important in determining the occupational risk of backache [16] . Failde et al. [14] reported a protective factor of age 41 years or more in the prevalence of low back pain. In this survey, males aged 50-59 years and females aged 40-49 years reported the highest prevalence rates, of 86 and 88%, respectively, although this was not found to be significantly higher than other groups after looking at all individual characteristics using logistic regression analysis. However, females comprised just over one-third of the total number surveyed and there were no females who were >60 years of age and none who were retired. These differences may have prevented us from demonstrating an age or gender difference. Gender differences in back pain observed in nurses have been observed to be associated with a heavy workload, and given that only 31% of subjects in this survey engaged in regular lifting, it is possible that gender differences may not be relevant when there is an absence of regular lifting [17] . Reports of gender differences may be relevant to obstetrics and gynaecology, with many more female trainees than previously working within the speciality, and given the obvious physical differences between males and females.
We explored work-related occupational risk factors, although we did not include psychosocial factors within the questionnaire. Whilst the interaction between the two has been recognized [18, 19] , the risk of occupational backache has been shown to be more strongly associated with biomechanical factors at work, rather than with psychosocial factors [18] [19] [20] . Obstetrician/gynaecologists in this survey reported experiencing back pain during many of the procedures performed frequently during daily clinical practice and most commonly during surgery. The commonest clinical activity causing back pain was vaginal surgery, with 54% of gynaecologists experiencing back pain at the time. For vaginal surgery, gynaecologists place the patient in the lithotomy position, and 78% reported standing to assist and 83% reported sitting to perform the surgery. During vaginal surgery, when the patient is in the lithotomy position, the assistant adopts a position of lateral rotation and flexion of the trunk when standing to the right or left of the patient. Whilst performing vaginal surgery, the surgeon is required to flex the trunk forwards for the duration of the procedure. The use of seating with adjustable backrests may improve operator positioning, whilst the use of a head light and camera worn by the operator may improve the assistant's field of view, thus reducing the need for any prolonged rotation of the trunk. Forty-eight per cent of respondents reported back pain during abdominal surgery. An operating table adjustable for height was available to all those surveyed and this is important for proper positioning. Prolonged static positions during operating are known to contribute to musculoskeletal stress [21] and this is likely to be the underlying aetiology. Reducing the operating time through the availability of a second surgeon during prolonged radical surgery may help to reduce this problem. Pelvic examination caused 31% of gynaecologists back pain. This is most frequently performed in the out-patient clinic, where it often necessitates bending forwards across low couches with the patient in the modified lithotomy position. The availability of a gynaecological couch for examination would enable proper patient positioning in the lithotomy position, and the gynaecologist could thus avoid bending over low couches and twisting of the trunk during speculum examination, as such asymmetric postures have previously been reported to cause an increased load on the spine [10] . We identified that those performing urodynamics appeared to have a significantly lower prevalence rate for backache. However, the number in this group was small, and larger numbers are needed to make any meaningful conclusions about the significance of the less common specialist procedures. This survey demonstrates that there has been a significant impact on individual working practices within the speciality, as 32% of gynaecologists reported that they needed to change their working practice and 5% needed to change their job plan. Changes included avoiding lifting patients and ensuring that patients are placed in the lithotomy position when performing normal deliveries, suturing of episiotomies and pelvic examination, whilst some have changed to standing when performing vaginal surgery. We report that 20% have taken time off work, and a total of >3 years of work has been lost. It appeared that those with lumbosacral pain were less likely to take time off than those with thoracic or neck pain, although the numbers were small in the latter groups. It is likely, therefore, that in some cases of low back pain, work may have continued at suboptimal performance during the pain episode, as has been reported in other groups [22] .
Most of those with back pain received non-surgical treatment. However, 8.4% of all obstetrician/gynaecologists surveyed required surgery, which is almost three times higher than the rate reported by ophthalmologists in a similar postal questionnaire study [5] . Given that vaginal surgery was the commonest factor causing pain, such observations may lead us to suggest that there is a higher prevalence of the condition in obstetrician/ gynaecologists when compared with another surgical speciality.
Conclusions
We have established that there is a high prevalence of backache in obstetrician/gynaecologists, with 8.4% having undergone surgery for the condition. There were many clinical activities reported as being aggravating factors for back pain and we have seen that gynaecologists have adapted their clinical practices. There is, however, a need for more work on the ergonomics within the workplace, which is beyond the scope of this paper. We hope that by reporting on the prevalence of the problem, highlighting some of the biomechanical factors specific to the speciality and reporting on the impact on work, we will improve awareness. Future study may allow us to design cost-effective models for prevention and treatment in the hope of reducing morbidity and consequently the number of days lost from work.
